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FISCAL YEAR 2005

APPLICATION KIT

INJURY PREVENTION PROGRAM

FOR 

AMERICAN INDIANS AND ALASKAN NATIVES

Enclosed is a complete Indian Health Service (IHS) cooperative agreement application

kit for the PART I for fiscal years (FY)  2005 - 2010 and PART II for fiscal year (FY)

2005-2007 Injury Prevention Program for American Indians and Alaskan Natives.  This

cooperative agreement program is established for demonstration projects under the

authority of section 301 (a), Public Health Service Act, as amended, described at 93.284

in the Catalog of Federal Domestic Assistance, the Indian Health Care Improvement

A25 U.S.C. 1602 (b)(17); and Urbans  (25 U.S.C. 1652

The application should be developed in accordance with the enclosed Cooperative

Agreement Application Announcement for the Injury Prevention Program, especially

Section V. Application Review Information, application instructions, application

standards (Evaluation Criteria) and Weights.

For paper submission submit one original and two copies of the completed application

for funding.   Submit to the Indian Health Service, Division of Grants Operation,

Attention Lois Hodge, 801 Thompson Avenue, Suite 120, Rockville, MD 20852 by

close of business MAY 20, 2005.  Email or FAXED  copies will not be accepted and

not be considered for funding. 
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Electronic submission option is available  at the appropriate website through grants.gov

(http://www.Grants.gov ) with all required documentation.

For questions after reviewing the contents of all documents, you may contact Ms.

Patricia Spottedhorse, Division of Grants Operations at (301) 443-2276, regarding

business management technical questions or to obtain additional kits. Kits can be

obtained at the IHS Injury Prevention website:   http://www.dehs.ihs.gov     For

programmatic technical assistance regarding the Injury Prevention Cooperative

Agreement program contact Ms. Nancy Bill at (301) 443-0105 or email:

nancy.bill@ihs.gov .

Thank you for your interest in the IHS Injury Prevention Cooperative Agreement

Program. 
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BILLING CODE: 4165-16

DEPARTMENT OF HEALTH AND HUMAN SERVICES

INDIAN HEALTH SERVICE

INJURY PREVENTION PROGRAM

ANNOUNCEMENT TYPE:  NEW

FUNDING OPPORTUNITY NUMBER: HHS-2005-IHS-IPP-0001

CFDA NUMBER:  93.284

Key Dates:

Application Deadline: May 20, 2005

Application Review: June 27-28, 2005

Anticipated Award Start Date: September 1, 2005 

Application Notification: September 30, 2005

I. FUNDING OPPORTUNITY DESCRIPTION

LEGISLATIVE AUTHORITY

The Indian Health Service (IHS) announces competitive cooperative agreement 

applications for Injury Prevention Program for American Indians and Alaska Natives

(AI/AN):

A) Part I  Basic Five-year  projects (minimum population required 2,500)

B) Part I Advanced Five-year  projects  (minimum population required

2,500)      Part I Advanced applicants include Tribes and organizations
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 who are current recipients of the 2000-2005  IHS Injury Prevention Cooperative

Agreements (applies only to 2000-2005 Tribal Injury Prevention Cooperative

Agreement  recipients).

C) Part II  Intervention Three-year projects (no population requirement)

These cooperative agreements are established under the authority of section 301(a),

Public Health Service Act, as amended. This program is described at 93.284 in the

Catalog of Federal Domestic Assistance, the Indian Health Care Improvement Act,

U.S.C. 1602 (b)(17); and Urbans  (25 U.S.C. 1652).

II. AWARD INFORMATION

TYPE OF INSTRUMENT:  Cooperative Agreement  (CA)

A cooperative agreement will have substantial oversight to ensure best practices and

high quality performance in sustaining capacity of the Injury Prevention projects.

The estimated amount of funds available is $1.475  million for Fiscal Year 2005 to fund

up to approximately 33 awards.   

Types of Cooperative Agreement  (CA) covered under this announcement: 

PART  I- BASIC:  Approximately 47% of funds are available to fund up to 14 new

awards for the Basic Injury Prevention Program.  Individual awards will range from

$25,000 up to $50,000.  

PART I- ADVANCED: Approximately 46% of funds are available to fund up to 9 Injury

Prevention Program considered “experienced” in Injury Prevention.  Part I Advanced

applicants are Tribes and organizations who are current recipients of the 2000-2005 IHS

Injury Prevention Cooperative Agreements (applies only to 2000-2005 Tribal Injury
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Prevention Cooperative Agreement  recipients).     Individual awards will range from

$25,000 up to $75,000. 

PART II – INTERVENTION:  Approximately 7% of funds are available to fund up to 10

 awards to implement proven or promising injury intervention projects that are based on

addressing local injury problems.  Individual awards will be $10,000.  Injury Prevention

applicants may apply for new funding under Part I Basic or  Part I Advanced or Part II -

Intervention, but only one award will be funded to each applicant.   A separate

application is required for each type of project.  

PROJECT PERIOD:

The Cooperative Agreement (CA) will be a 12-month budget period within a project

year:

• Part I – Basic - 5 years beginning on or about Sept 1, 2005.

• Part I - Advanced - 5 years beginning on or about Sept 1, 2005. 

• Part II – Intervention - 3 years beginning on or about Sept 1, 2005. 

Future continuation awards within the project period will be based on satisfactory

performance, availability of funding, and continuing needs of the Indian Health Service.

ESTIMATED RANGE OF AWARDS: $10,000 to $75,000. 

SUBSTANTIAL INVOLVEMENT DESCRIPTION FOR COOPERATIVE

AGREEMENT ACTIVITIES FOR PART I:

The cooperative agreement  Part I awardee (Tribe or Tribal/urban/non-profit Indian

organization) will be responsible for activities listed under A.   IHS will be responsible

for activities listed under B.   A contractor will be hired to assist in the oversight in the
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Part I CA projects. Oversight includes assurances to promote best practices and high

quality performance in sustaining the Injury Prevention programs.  The contractor will

be responsible in reporting to the IHS Injury Prevention Manager on the progress and

issues of the cooperative agreement awardee. 

A.  COOPERATIVE AGREEMENT AWARDEE ACTIVITIES FOR PART I

PROJECTS:

1) When possible, to locate the Injury Prevention Program in the recipient’s

urban organization,  Tribal health department or community-based program to

enhance opportunities for the injury prevention program to collaborate with other

Tribal public health or community programs.

2) Provide a full-time Injury Prevention coordinator who has the authority,

responsibility, and expertise to conduct and manage the Tribal-level,

multi-Tribal, urban, or non-profit injury prevention program.  Coordinator must

be solely dedicated to injury prevention. Positions can not be part-time or split

duties.

3) Review secondary injury and health data (i.e., Trends in Indian Health

2000-2001, etc.) to assist to define the magnitude of the injury problem within

the target American Indian/Alaska Native population, including those at greatest

risk and the specific causes of injury. 

4) Develop an action plan based on data and prioritized for the prevention

and control of injuries.  This would include specific process and impact

objectives and action steps to accomplish each.  
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5) Implement community-based projects to reduce injuries and gain

visibility and acceptance in the communities for the injury control program.  

6) Evaluate the effect of these projects.  

7) The program coordinator or director will budget for and attend a start-up

orientation meeting with other new Injury Prevention program coordinators, IHS

Injury Prevention Program staff, and IHS consultants.  An annual regional

project coordinator/IHS project officer meeting will be held for each subsequent

year of the project cycle, and should be budgeted.  

8) The injury prevention program coordinator director will collaborate with

the IHS Injury Prevention Specialists (Area and/or District).

B.    INDIAN HEALTH SERVICE’S COOPERATIVE AGREEMENT ACTIVITIES

FOR PART I PROJECTS:

1) An identified IHS Injury Prevention Specialist (Area or District) will

serve as project officer for the injury prevention project and will be responsible

at the local level in providing technical assistance and consultation to the

recipient on program planning, injury data collection (i.e., safety belt use

surveys, etc.) and analysis to assist in evaluation of program interventions.

Technical assistance also includes assistance in program implementation,

marketing, reporting, and evaluation.

2)  IHS contractor will be responsible for technical assistance oversight,

monitoring reporting of projects, conference calls, a newsletter, and site visits.

The IHS contractor serves as a liaison to the IHS Injury Prevention Manager and
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the Injury Prevention Cooperative Agreement Awardee.

3) IHS and the Contractor will coordinate an annual training workshop for

the Injury Prevention project coordinators and their IHS project officers to share

lessons learned, successes, and new state-of-the-art strategies to reducing injuries

in Indian communities. 

SUBSTANTIAL INVOLVEMENT FOR ACTIVITIES FOR COOPERATIVE

AGREEMENT FOR PART II:

PART II  INTERVENTION  - The Part II Intervention projects funds are to develop,

implement, and evaluate proven or promising injury prevention intervention programs. 

These types of interventions are those that have been tested and accepted widely to

prevent injury morbidity and mortality.  Projects include, but are not limited to, 

programs designed to reduce alcohol-related injuries, i.e., supporting initiatives to

reduce drinking and driving, etc.  Other projects include seat belt promotion campaigns,

pedestrian safety, child passenger safety, smoke alarm distribution programs, domestic

violence programs, suicide prevention, youth violence prevention, elder fall prevention,

home safety, drowning prevention and Emergency Medical Services for Children

(EMSC) projects.  Police salaries, police weapon supplies, uniforms,

safety-bulletproofed vests are unallowable costs for this funding. Purchases must be

aligned with the completion of the goals and objectives of the project (Equipment to

support DWI initiatives are acceptable purchase, i.e, breath analyzer testing equipment,

etc.).  Purchases will be scrutinized on how they relate to project’s objectives. 

PART II INTERVENTION -  COOPERATIVE AGREEMENT ACTIVITIES



-9-

In conducting activities to achieve the purpose of this program under Part II, the

recipient will be responsible for the activities listed under A, and the IHS will be

responsible for activities listed under B.

A. PART II INTERVENTION - COOPERATIVE AGREEMENT AWARDEE

ACTIVITIES:

Provide the Injury Prevention awardee with the authority, responsibility, and expertise

to conduct and manage the injury intervention project.  The Injury Prevention

Intervention awardee must collaborate with the Tribe (s), IHS Area and/or District

Injury Prevention Specialists in planning and designing the intervention project.

Develop a plan based on local data and utilizes proven or promising intervention

strategies to reduce injuries.  Implement and evaluate the injury prevention intervention

project that promotes visibility and acceptance by the community. 

B. INDIAN HEALTH SERVICE’S COOPERATIVE AGREEMENT ACTIVITIES

FOR PART II INTERVENTION PROJECTS:

IHS Area or District Injury Prevention Specialists will provide technical assistance and

consultation to the recipient on program planning, data collection (i.e., safety belt

surveys, child safety seat surveys, etc.) and analysis to effectively evaluate interventions

initiatives. Technical assistance also includes program implementation and reports. This

goal is to promote high quality performance and success in completing the project. 

Contact will be through conference calls and site visits.
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III. ELIGIBILITY INFORMATION

1. Eligible Applicants

The AI/AN applicant must be one of the following: 

A. A federally recognized Indian Tribe; or 

B. A Tribally sanctioned non-profit Tribal organization; or 

C. A non-profit national or area Indian health board; or 

D. Consortium of two or more of those Tribes, Tribal organizations, or

health boards

E. Urban Indian Organizations (Urbans - 25 U.S.C. 1652)

F. Non-profit Tribal organizations on or near a Federally-recognized Indian

Tribe community

Part I Basic and Part I Advanced Injury Prevention Cooperative Agreement  applicants

must serve a minimum population size of 2,500 American Indian/Alaska Native people.

IHS user population data is the only acceptable population source for this cooperative

agreement  application.    There is no requirement for minimum population size for Part

II –Intervention applicants. 

2. Cost Sharing or Matching -  Not applicable.

IV. APPLICATION AND SUBMISSION INFORMATION: 

1. Address to Request Application Package.

Division of Grants Operation
Indian Health Service
801 Thompson Ave, Suite 100
Rockville,  Maryland 20852
(301) 443-5204
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The entire application kit is available at:

www.ihs.gov/MedicalPrograms/InjuryPrevention/index.cfm 

2.    Content and Form for paper Application Submission: 

• An original and two copies of the completed application

• Be doubled-spaced

• Be typewritten

• Have consecutively numbered pages

• Use black type not smaller than 12 characters per one inch

• Have one-inch border margins

• Printed on one side only of standard size 8 ½ “ X 11” paper that

can be photocopied

• Not be tabbed, glued, or placed in a plastic holder

The application narrative (not including the abstract, workplan, Tribal resolutions,

letters of support, standard forms, table of contents, budget, budget justification,

multi-year budget, multi-year budget justification, appendix items) must not exceed 15

typed pages.

A. Abstract

B. Background, Need for Assistance, Capacity Building

C. Goals & Objectives

D. Methods and Staffing

E. Evaluation

F. Collaboration
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G. Budget and Accompanying Justification

H. Appendix

For paper application submission, the following documents in the order presented.

Application Receipt Record, Checklist, General Information Page, Standard Forms

Certifications, and Disclosure of Lobbying Activities documents will be available in the

appendix of application kit. 

• Application Receipt Record, IHS-815 A (Rev.2/04)

• Narrative

• Tribal Resolution (final signed or draft unsigned)

• Standard Form 424, Application for Federal Assistance

• Standard Form 424A, Budget Information- Non-Construction

Programs (pages 1-2)

• Standard Form 424B, Assurances – Non-Construction Programs

(front and back). The application shall contain assurances to the

Secretary that the applicant will comply with program regulations,

42 CFR Part 136 Subpart H.

• Certifications  (pages 25-26)

• PHS 5161  checklist (pages 25-26)

• Disclosure of Lobbying Activities

• Table of Contents with corresponding numbered pages

• Categorical Budget and Budget Justification

• Multi-year Objectives and work plans with multi-year Categorical
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Budgets and Multi-year Budget justifications. (Not part of the 15

page narrative)

• Appendix items

3. Submission Dates and Times

Applications are due by close of business MAY 20, 2005,  5:00 PM EASTERN TIME. 

Applications shall be considered as meeting the deadline if they are either:  (1) received

on or before the deadline with hand-carried applications received by close of business 5

p.m. or postmarked on or before the deadline date at: Indian Health Service, Division of

Grants Operation, Attention Lois Hodge, 801 Thompson Avenue, Suite 120, Rockville,

MD 20852.  A legibly dated receipt from a commercial carrier or the U.S. Postal Service

will be accepted in lieu of a postmark.  Private metered postmarks will not be accepted

as proof of timely mailing.  Applicants are cautioned that express/overnight mail

services do not always deliver as agreed.  IHS cannot accommodate transmission of

applications by FAX or E-MAIL.

Applications which do not meet the criteria above will be considered late.  Late

applications will be returned to the applicant and will not be considered for funding.

Extension of deadlines: IHS may extend application deadlines when circumstances such

as acts of God (floods, hurricanes, etc.) occur, or when there are widespread disruptions

of mail service, or in other rare cases.  Determination to extend or waive deadline

requirements rests with the Chief Grants Management Officer. 

Acknowledgment of Receipt: Acknowledgment of receipt of applications will be via the

Application Receipt Card, IHS 815-1A (Rev, 2/04). 
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ELECTRONIC TRANSMISSION - You may submit your application to us in either

electronic or paper format.  To submit an application electronically, please use the

http://www.Grants.gov apply site.  If you use Grants.gov, you will be able to download a

copy of the application package, complete it offline and then upload and submit the

application via the Grants.gov site. You may not e-mail an electronic copy of a grant

application to us.

Please note the following if you plan to submit your application electronically via

Grants.gov:

• Electronic submission is voluntary.

• When you enter the Grants.gov site, you will find information about submitting

an application electronically through the site, as well as the hours of operation. 

We strongly recommend that you do not wait until the deadline date to begin the

application process through Grants.gov.

• To use Grants.gov, you, as the applicant, must have a DUNS Number and

register in the Central Contractor Registry (CCR).  You should allow a minimum

of five days to complete CCR registration. See Section 6 on how to apply.

• You will not receive additional point value because you submit a grant

application in electronic format, nor will we penalize you if you submit an

application in paper format.

• You may submit all documents electronically, including all information typically

included on the SF 424 and all necessary assurances and certifications.

• Your application must comply with any page limitation requirements described
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in the program announcement.

• After you electronically submit your application, you will receive an automatic

acknowledgment from Grants.gov that contains a Grants.gov tracking number. 

The Indian Health Service will retrieve your application from Grants.gov.

• You may access the electronic application for this program on

http://www.Grants.gov.

• You must search for the downloadable application package by CFDA number.

 Email applications will not be accepted under this announcement.

4. Intergovernmental Review – Executive Order 12372 requiring intergovernmental

review is not applicable to this program

5. Funding Restrictions 

• Maximum Award is $50,000 for Part I Basic per year (5 years)

• Maximum Award is $75,000 for Part I Advanced per year (5 years)

• Maximum Award is $10,000 for Part II Intervention per year (3 years)

INELIGIBLE PROJECT ACTIVITIES

• Federal Housing Projects that are requesting funds for repairs or

construction  (Repairs or construction items are the responsibility

of the local housing authority)

• Bureau of Indian Affairs’ school playground equipment

• Bureau of Indian Affairs’ Law Enforcement supplies involving

purchase of uniforms, weapons or construction and repairs of

detention centers
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• Projects related to water, sanitation and waste management

• Projects that include design and planning of construction of

facilities

OTHER LIMITATIONS 

An applicant may not be awarded a Part I Basic or Part I Advanced CA for any of the

following reasons:

1. Current awardee is not progressing in a satisfactory manner; or 

2. Did not comply with program progress and financial reporting

requirements.

Delinquent Federal Debts.  No Award shall be made to an applicant who has an

outstanding delinquent Federal debt until either:

1. The delinquent account is paid in full, or

2.    A negotiated repayment schedule is established and at least one payment

is received. 

A Tribe, Tribal organization, urban Indian, or nonprofit organization is eligible

to apply for one or both of those types of awards, but only one Cooperative

Agreement will be funded.  If an applicant chooses to submit dual proposals, the

cover letter should rank the proposals in the order that the applicant would like

them to be funded.  For example, if an applicant submits a Part I Basic and Part

II Intervention (and all scored well during the review process), IHS will need to

know how to determine which application to fund.

Pre-award costs are not allowable charges under this program grant. 
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6. Other Submission Requirements 

Beginning October 1, 2003, applicants are required to have a DUN and

Bradstreet (DUNS) number to apply for a cooperative agreement from the

Federal Government.  The DUNS number will be required whether an applicant

is submitting a paper application or using the government-wide electronic portal

(www.grants.gov).  A DUNS number will be required for every application for a

new or renewal/continuation of an award submitted on or after October 1, 2003. 

Please ensure that your organization has a DUNS number.  

The DUNS number is a nine-digit identification number which uniquely

identifies business entities.  Obtaining a DUNS number is easy and there is no

charge.

To obtain a DUNS number, access www.dunandbradstreet.com at

<http:www.dunandbradstreet.com> or call 1-866-705-5711. Internet application

for a DUNS number can take up to 30 days to process.  Interested parties may

wish to obtain one by phone to expedite the process.  The following information

is needed when requesting a DUNS number:

• Organization name

• Organization address

• Organization telephone number

• Name of CEO, Executive, President, etc.

• Legal structure of the organization
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• Year organization started

• Primary business (activity) line

• Total number of employees

ELECTRONIC SUBMISSION: The IHS will accept complete applications in electronic

format submitted through the www.grants.gov website only.  

An interim electronic website is available for those who want to submit electronically at 

www.grants.gov      Email applications will not be accepted under announcement. 

Evidence of Tribal/Urban/Tribal organizations and Non-profit organizations must

submit:

1. Copies of their 501( C ) (3) Certificate (required).  

2. A signed and dated resolution from the Tribal/Urban/Tribal

organization’s governing Board of Directors of the non-profit

organization (required).

3. Letters of support from the AI/AN community served (required).

4. Letter of support from IHS Area and/or District Injury Prevention

Specialist (required). 

5. Letters of support from the Tribal chairperson/president, the Tribal

council, or the Tribal health director in support of the application

(required).

Evidence of Proof of non-profit status of Tribal organization on or near a

Federally recognized Tribe:

a) A reference to the applicant organization’s listing in the Internal
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Revenue Service’s (IRS) most recent list of the tax-exempt organization

described in the IRS Code.

b) A copy of  a currently valid IRS tax exemption certificate.

c) A statement from a State or Tribal taxing body, State attorney

general, or other appropriate State or Tribal Official certifying that the

applicant organization has a non-profit status and that none of the net

earnings accrue to any private shareholders or individuals.

d) A certified copy of the organization’s certificate of incorporation

or similar document that clearly establishes non-profit status.

e) Any of the items in the subparagraphs immediately above for a

State, Tribe or national parent organization and a statement signed by the

parent organization that the applicant organization is a local non-profit

affiliate. 

Evidence of (Urban) Support: 

A signed and dated resolution from the governing Board of  Directors for the Injury

Prevention program and a letter from the Chairman of the Board (Required).

1. A letter of commitment showing in-kind (dollar) participation, if 

applicable.

2. If applicant is unable to obtain a signed letter in time to meet the

deadline, they should submit a draft of the letter in the appendix. A final signed

letter from the board will be required prior to award if applicant is selected for a

cooperative agreement. 
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3.  Letters of support from within the community served.

Evidence of (Tribal) Support: 

Examples of Tribal support include but are not limited to resolutions. Signed and dated

resolution(s) for the Tribal Injury Prevention Program from the Indian Tribe or Tribes

served by the project (Required).  If applicant is unable to obtain a signed resolution in

time to meet the deadline, they should submit a final draft of the resolution and state the

date the proposed final resolution will be obtained.  A signed resolution from the Tribe

will be required prior to award if the Tribe is selected for a cooperative agreement.  For

the Navajo Nation, a signed Tribal resolution (by the Tribal council) is required unless a

local governing body, such as incorporated 501(1) (3) Chapter House or township will

be acceptable for the intent to participate.  A final signed resolution from the Navajo

Nation council or official governing body of the 501(1) (3) Chapter House or township

will be required prior to award if selected for a Cooperative Agreement.  

Applications that propose projects affecting more than one Indian Tribe:

Applications involving more than one Tribe must include a resolution from all affected

Tribes to be served.  A statement of proof or a copy of the current operational resolution

must accompany the application.  If a resolution or a statement is not submitted, the

application will be considered incomplete and will be returned without consideration.

Other supporting documents:

• A description of Tribal in-kind contributions for the injury prevention

program  (office space, administrative support, telephone service,

employee fringe benefits, etc., or any other contribution to the proposed
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program).

• Letters of Support/Collaboration from potential project collaborators or

partners.  Support from potential partners such as the police department,

Tribal health department, health boards, Tribal council, local schools,

community groups, the Indian Health Service, State agencies, and others

are important for a program to be successful.

V. APPLICATION REVIEW INFORMATION

The instructions for preparing the application narrative also constitute the evaluation

criteria for reviewing and scoring the application (PART I BASIC, PART I

ADVANCED, PART II INTERVENTION). Total weights are assigned to each major

section noted in parentheses. Weights are further identified per item under each specific

criteria. Total possible points per application is 100. 

1.  CRITERIA - Application narrative instructions, and application standards

(evaluation criteria) and weights in parentheses.  

MULTI-YEAR PROGRAM REQUIREMENT

Part I Basic is a five-year project. Applicants must include a detailed program narrative,

itemized categorical budget, and a detailed budget justification for the first year

activities.  An outline of program objectives, time line, and a budget summary should be

included for each subsequent year (Year 2 – Year 5).

PART I BASIC:  Part I Basic awards are for new applicants seeking to build their local

capacity to establish an injury prevention program. 

ABSTRACT –  A one page summary of the five-year proposed program request. 
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Include information on applicant, purpose of request, problem or need to be met,

objectives to be achieved through the funding, proposed activities and total amount of

request of program.

PROGRAM NARRATIVE - INTRODUCTION, NEED AND CAPACITY (TOTAL 30

POINTS):

1. A statement of the injury problem. Describe the extent of the injury

problem in the community or target area. (3)

2. A description of the geographic location of the proposed program. (2)

3. A description of organizational structure (chart) and staff  (resumes and

 position descriptions) who will be managing of the injury prevention program. 

(10)

4. A description of the Tribe’s or Tribal organization’s support for the

proposed injury prevention program.  (5) 

5. A description of the population to be served by the proposed program.

Provide documentation that the target population is at least 2,500 people. (IHS

User population is the ONLY acceptable source).  (5)

6. A description of how the proposed program will build capacity to plan,

develop, implement and evaluate an injury prevention program. (5)

PROGRAM GOALS AND OBJECTIVES (TOTAL 10 POINTS):

1.  Goals and objectives that are clear and concise.(4)

2.  Feasible and attainable to accomplish during the 5 year project period (3)

3. Are specific, time-framed, measurable and realistic.  (3)
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METHODS AND STAFFING (TOTAL 30 POINTS):

The application will be evaluated on the extent to which the applicant provides:  

1. A detailed description of proposed activities that are likely to achieve

each objective and overall program goals, and which includes designation of 

responsibility for each action undertaken. (10)

2. A reasonable and complete time line for implementing all objectives

and activities with the responsible person listed for each task. (2)

3. A description of the roles of the Tribal involvement, organization, or 

agency and evidence of coordination, supervision, and degree of 

commitment (e.g., time in-kind, financial) of staff, organizations, and 

agencies involved in activities. (4)

4. The extent to which proposed interventions are either proven or

promising to be effective and based on a documented need in the target

communities. (2)

5. Resumes of existing staff, detailed position descriptions and duties

included for projected staff. (2)

6. Job description of proposed Injury Prevention Coordinator. Job

description to include work experience in injury prevention, or training in injury

prevention and working with partners or coalitions in the local community. (10)

EVALUATION (TOTAL 10 POINTS):

1. Describe type of evaluation methods that will be utilized to evaluate the

goals and objectives. This includes but is not limited to how the progress of the
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proposed program objective (s) will be tracked (i.e., reports, training, car seat

distributions, seat belt surveys, etc.). (4) 

2. Describe how program will be evaluated to show process, effectiveness,

and impact. This includes but is not limited to what data will be collected to

evaluate the success of the proposed project objectives.   (4)

3. Document staff availability, expertise, experience, and capacity to

perform the evaluation. (2)

COLLABORATION (TOTAL 10 POINTS):

Describe the extent to which relationships between the program, the Tribe or urban

community, the Indian Health Service and other organizations will relate to the program

or conduct related activities. This includes the scope to which an advisory committee or

partners' roles are clear and appropriate.  

CATEGORICAL BUDGET AND BUDGET JUSTIFICATION (TOTAL 10 POINTS):

Provide a detailed and justification of budget for the first 12-month budget periods. A

budget summary should be included for each subsequent year (Year 2 – Year 5).

1. If indirect costs are claimed, indicate and apply the current negotiated

rate to the budget. Include a copy of the current rate agreement in the appendix.

(2)

2. Provide a narrative justification explaining why each line item is

necessary/relevant to the proposed project. Include sufficient cost and other

details to facilitate the determination of cost allowability (i.e., equipment

specifications, etc.). (6)
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3. Include travel expenses for annual workshop (required participation) at a

major city location to be determined by IHS (Washington DC, Albuquerque,

Denver, etc.). Include airfare, per diem, mileage, etc.  (2)

APPENDIX ITEMS

•  Work plan for proposed 5- year objectives and activities in a time line

format with persons responsible.

•  Position descriptions for key staff

•  Resumes of IP Coordinator and key staff

•  Current Indirect Cost Agreement

•  Organizational chart 

•  Resolutions

•  Letters of support

•  Injury Prevention  training certificate verification( see page 33)

•  Documentation specifically related to injury prevention. 

•  Application Receipt Card, IHS 815-1A (Rev. 2/04).

PART  I  ADVANCED

Part I Advanced applicants are Tribes and organizations who are current recipients of

the 2000-2005 IHS Injury Prevention Cooperative Agreements (applies only to

2000-2005 Tribal Injury Prevention Cooperative Agreement recipients).

ABSTRACT – A one page summary of the five-year proposed project request.  Include

information on applicant, purpose of request, problem or need to be met, objectives to be

achieved through the funding, proposed activities and total amount of request of project.
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PROGRAM NARRATIVE – INTRODUCTION, NEED AND CAPACITY (TOTAL

40 POINTS):

1. Describe the need for the existing injury prevention program in the

community. (2)

2. Describe your accomplishments as a recipient of the 2000-2005 Indian

Health Service Injury Prevention Cooperative Agreement. Accomplishments

must show documentation of meeting program goals and objectives, compliance

in reporting (quarterly progress and financial reporting), coalition building,

training, Injury Prevention coordinator (FTE) continuity, sustaining Tribal

capacity building  and securing Tribal support.  (20)

3. Describe and show documentation of successes at reducing injury risk

factors (such as increase child passenger safety restraints or seat belt use; smoke

alarm installation, safe home interventions, etc.) or any positive changes in the

target population.  Provide supporting data to demonstrate process, impact or

outcome. (5)

4. Describe the applicant’s partnership with Tribal, IHS, community groups,

law enforcement, and others in implementing injury prevention policy or

programs to reduce injuries.  (3)

5. Describe how the proposed program will build the local capacity to

provide, improve, and expand services that address the injury problem of the

target population. This includes but not limited to sustaining capacity in strategic

planning, developing, implementing and evaluating an injury prevention
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program. (8)

 6. Describe and provide documentation of the target population (2,500

people to be served by the proposed program and geographic location of the

proposed program. (IHS User population is the ONLY acceptable source). (2)

PROGRAM GOALS AND OBJECTIVES (TOTAL 10 POINTS):

1. Goals and objectives that are relevant to the purpose of the proposal.  (4)

2. Feasible to accomplish during the 5 year project period. (3)

3. Are specific, time-framed, measurable and realistic.  (3)

METHODS AND STAFFING (TOTAL 20 POINTS):

The application will be evaluated on the extent to which the applicant provides:  

1. A detailed description of proposed activities that are likely to achieve

each objective and overall program goals, and which includes designation of

responsibility for each action undertaken. (7)

2. A reasonable and complete time line for implementing all objectives and

activities with the person (s) responsible listed for each activity. (2)

3. A description of the roles of Tribal involvement, organization, or agency

and evidence of coordination, supervision, and degree of commitment (e.g., time,

in-kind, financial) of staff, organizations, and agencies involved in activities.  (2)

4. Description of how proposed interventions are either proven or promising

to be effective and based on a documented need in the target communities. (2)

5. The extent to which resumes are included for existing staff, and detailed

position descriptions and duties are included for projected staff.  (2)



-28-

6. Description of the proposed staff’s work or training experiences in injury

prevention. (5)

EVALUATION (TOTAL 10 POINTS): 

Describe how it will be determined if the proposed project’s objectives were achieved

and how proposed evaluation measures will measure success in implementing injury

prevention programs.

1. Describe type of evaluation methods that will be utilized to evaluate the

goals and objectives. This includes but is not limited to how the program’s

progress will be tracked (i.e., reports, training, number of car seat distributions,

conducting seat belt surveys, etc.). (2)

2. Describe how the program will be evaluated to show program process,

effectiveness, and impact. This includes but is not limited to what data will be

collected to evaluate the success of the proposed program objectives. (2)

3. Describe the potential data sources for evaluation purposes and methods

to evaluate the data sources. (2)

4. Documents staff availability, expertise, experience, and capacity to

perform the evaluation. (2)

5. Includes a feasible plan for reporting evaluation results and using

evaluation information for programmatic decisions. (2) 

COLLABORATION (TOTAL 10 POINTS):

Describe the extent to which relationships between the programs, the Tribe or urban

community, the Indian Health Service and other organizations will relate to the program
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or conduct related activities. This includes the scope to which an advisory committee or

partners' roles are clear and appropriate. Letters of support should be provided in the

Appendix. 

CATEGORICAL BUDGET AND BUDGET JUSTIFICATION (TOTAL 10 POINTS):

Provide a categorical budget for each of the 12-month budget periods requested. A

budget summary should be included for each subsequent year (Year 2 – Year 5).

1. If indirect costs are claimed, indicate and apply the current negotiated

rate to the budget. Include a copy of the current rate agreement in the appendix.

(3)

2. Provide a narrative justification explaining why each line item is

necessary/relevant to the proposed project. Include sufficient cost and other

details to facilitate the determination of cost allowability (i.e., equipment

specifications, etc.). (5)

3. Include travel expenses for annual workshop (required participation) at a

major city location to be determined by IHS (Washington DC, Albuquerque,

Denver, etc.). Include airfare, per diem, mileage, etc. (2) 

APPENDIX ITEMS

•  Work plan/time line for 5 year objectives

•  Position descriptions for key staff

•  Resume of IP Coordinator and key staff

•  Current Indirect Cost Agreement

• Organizational chart 
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• Resolutions

• Letter of support

• IP training certificate verification (see page 33)

• Documentation specifically related to injury prevention 

• Application Receipt Card, IHS 815-1A (Rev. 2/04)

PART II – INTERVENTION 

Abstract –  A one page summary of the three-year proposed project request.  Include

information on applicant, purpose of request, problem or need to be met, objectives to be

achieved through the funding, proposed activities and total amount of request of project. 

Criteria Rating

PROGRAM NARRATIVE – INTRODUCTION, NEED AND CAPACITY (TOTAL

30 POINTS):

1. Describe the injury problem in the community or target area. (5)

2. Describe geographic location of the proposed project. (5)

3. Describe the Tribe’s/Tribal organization’s support for the proposed

project. (5)

4. Describe the population to be served by the proposed project (no

minimum population requirement). (5)

5. Describe how the proposed project will support capacity to plan, develop,

implement and evaluate an injury prevention program.  (10)

GOALS AND OBJECTIVES (TOTAL 15 POINTS):

1. Goals and objectives that are relevant to the purpose of the proposal. (5)
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2. Feasible to accomplish during the 3-year project period. (5)

3. Are specific, time-framed, measurable and realistic.  (5)

METHODS  (TOTAL 25 POINTS):

1. A detailed description of proposed activities that are likely to achieve

each goal and objective, and which includes designation of responsibility for

each action undertaken.  (15)

2. A reasonable and complete schedule for implementing all activities. (2)

3. A description of the roles of Tribal involvement, organization, or agency

and evidence of coordination, supervision, and degree of commitment (e.g., time,

in-kind, financial) of staff, organizations, and agencies involved in activities.  (3)

4. The extent to which proposed interventions are either proven or

promising to be effective and based on a documented need in the target

communities. (5)

EVALUATION (TOTAL 10 POINTS):

1. Describe type of evaluation methods that will be utilized to evaluate the

goals and objectives. This includes but is not limited to how the progress of the

proposed project objective (s) will be tracked (i.e., reports, training, car seat

distributions, seat belt surveys, etc.).  (5)

2. Describe how project will be evaluated to show program process,

effectiveness, and impact. This includes but is not limited to what data will be

collected to evaluate the success of the proposed program objectives. (5)

COLLABORATION (TOTAL 10 POINTS):
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Describe the extent to which relationships between the programs, the Tribe or urban

community, the Indian Health Service and other organizations will relate to the project

or conduct related activities. This includes the scope to which an advisory committee or

partners' roles are clear and appropriate.  

CATEGORICAL BUDGET AND BUDGET JUSTIFICATION (TOTAL 10 POINTS): 

MULTI-YEAR PROJECT REQUIREMENT

Three-year intervention projects must include a program narrative, categorical budget,

and budget justification for each year of funding requested.

1. Provide a categorical budget for each of the 12-month budget periods

requested. (3)

2. If indirect costs are claimed, indicate and apply the current negotiated

rate to the budget. Include a copy of the current rate agreement in the appendix.

(3)

3. Provide a narrative justification consistent with stated objectives and

planned project activities. Include cost and other details to facilitate the

determination of cost allowability (i.e., equipment specifications, etc.). (4)

APPENDIX ITEMS

•  Work plan for proposed objectives

•  Indirect Cost Agreement

•  Organizational chart 

•  Resolutions

•  Letter of support
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•  Application Receipt Card, IHS 815-1A (Rev. 2/04)

2.  REVIEW AND  SELECTION  PROCESS:

Applications meeting eligibility requirements that are complete, responsive, and

conform to this program announcement will be reviewed by an Objective Review

Committee (ORC) in accordance with IHS Objective review procedures. The objective

review process ensures a nationwide competition for limited funding. The ORC will be

comprised of federal and non-federal individuals with appropriate expertise. The ORC

will review each application against established criteria. Based on the evaluation

criteria, the reviewer will assign a numerical score to each application, which will be

used in making the final decision. Approved applications scoring less than 60 points will

not be considered for funding. 

3. ANTICIPATED ANNOUNCEMENT AND AWARD DATES

Successful applicants can expect notification no later that September 30, 2005.  A notice

of award signed by the Grants Management Officer will be mailed to the authorized

representative.  IHS will mail notification to the authorized representative of

unsuccessful applicants.

VI. AWARD ADMINISTRATION INFORMATION

1.       AWARD NOTICES  

PROPOSED START DATE:  SEPTEMBER 1, 2005.  Grants Management will not

award a grant without an approved application in conformance with regulatory and

policy requirements which describes the purpose and scope of the project to be funded.

When the application is approved for funding, the Grants Management Office will
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prepare a Notice of Grant Award (NGA) with special terms and conditions binding upon

the award and refer to all general terms applicable to the award. The NGA will serve as

the official notification of the grant award and will state the amount of Federal funds

awarded.

2. Administrative and National Policy Requirements 

• 45 CFR Part 92, “Department of Health and Human Services, Uniform

Administrative Requirements for State and Local Governments Including Indian

Tribes,” or 45 CFR Part 74, “Administrative Requirements for Non-Profit

Recipients”

• Appropriate Cost Principles:  OMB Circular A-87, “State and Local

Governments, “ or OMB Circular A-122, “Non-Profit Organizations” 

• OMB Circular A-133, “Audits of States, Local Governments, and Non-

Profit Organizations”

3. Reporting Requirements

PART I  BASIC AND ADVANCED

Program Narrative Progress Reports and Financial Status Reports (FSR) are due

30 days after the end of each three-month period (quarter) of the project period. 

The final quarterly report for both are due 90 days after the expiration of the

project period.  Standard Form (SF) 269 Financial Status Report (Long Form) is

recommended for use in financial reporting.

PART II INTERVENTION
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Program Narrative Progress Reports and the Financial Status Reports (FSR) are

due 30 days after the end of each six-month period (semi-annual report) of the

project period.  The final semi-annual reports for both are due 90 days after the

project period.  Standard Form (SF) 269 Financial Status Report (Long Form) is

recommended for use in financial reporting.

VII. AGENCY CONTACTS

For Grants administrative and business questions, contract Ms. Patricia Spotted Horse,

Grants Management Specialist, Division of Grants Operation, Indian Health Service,

801 Thompson, Suite 120, Rockville, Maryland 20852, telephone (301) 443-5204.

Programmatic technical assistance regarding the Injury Prevention Cooperative

Agreement Program contact Ms. Nancy Bill, IHS, Injury Prevention Program Manager,

telephone (301) 443-0105.

VIII. OTHER BACKGROUND INFORMATION

Indian Health Service Injury Prevention Program is the lead federal agency in the

development and implementation of American Indian and Alaska Native injury

prevention programs.   IHS is directed to develop, implement, and evaluate injury

prevention programs that would be successful in reducing American Indian and Alaskan

Native morbidity and mortality related to injuries.  The purpose of the IHS Cooperative

Agreement funding is to promote  the capacity of Tribes and Tribal/urban/non-profit

Indian organizations to build and sustain their own community-based injury prevention

programs. 

Injury Prevention Training Opportunities:
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The Indian Health Service offers three short courses in injury prevention training. The

courses are designed specifically for community-based practitioners to learn the basics

of preventing injuries specific to American Indian/Alaska Native communities.   The

three short courses are: 1) Introduction to Injury Prevention; 2) Intermediate Injury

Prevention; and 3) Advanced Injury Prevention.  Each of these courses are

approximately one week in length. 

Indian Health Service Injury Prevention Program offers a one-year Fellowship training

with two separate training tracks: 1) Epidemiology and 2) Program Development. For

more information on the IHS Injury Prevention training courses, contact an IHS Area

Injury Prevention Specialist at the IHS Injury Prevention website:

http://www.ihs.gov/MedicalPrograms/InjuryPrevention/index.cfm 

United Tribes Technical College at Bismarck, North Dakota  is the only college that

offers a degree in injury prevention.  Courses including online courses are available.

Contact Mr. Dennis Renville, Director, Injury Prevention Department, United Tribes

Technical College at (701) 255 3285 ext.374.  Or email: drenville@uttc.edu    web site:

www.uttc.edu/injuryprevention.

The Public Health Service (PHS) strongly encourages all contract recipients to provide a

smoke-free workplace and promote the non-use of all tobacco products. Public Law

103-227, the Pro-Children Act of 1994, prohibits smoking in certain facilities (or in

some cases, any portion of the facility) in which regular or routine education, library,

day care, health care of early childhood development services are provided to children.



-37-

This is consistent with the IHS mission to protect and advance the physical and mental

health of the American Indian/Alaska Native people.

______________ __________________________________

DATE Charles W. Grim, D.D.S., M.H.S.A.
Assistant Surgeon General
Director, Indian Health Service

ADDENDA

The addenda is part of the application kit to provide the applicants with additional

references and guidance.

• Budget Worksheets for assistance in completing the Budget section of

application.

• Public Health Model

• Sample model Injury Programs in AI/AN communities, Effective Strategies,

Sources of Injury Data.

• Injury Prevention Resources

• Outline for an Injury Intervention Project.

• Leading Causes of Injury Death for American Indians and Alaska Natives.

• IHS Principal Injury Prevention Personnel.
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SAMPLE

BUDGET WORKSHEET

PART I   IP  CA

Multi-year budgets must include a budget and summary for each year. The

following is a sample outline of a budget form. 

BUDGET: Year 1: Compete only the items for which you are requesting

funding.

A. Personnel: (Full-time Coordinator - positions cannot be split) Amount

requested

Position Title:

Fringe benefits

B.  Equipment and supplies:

Line by line description of  items & cost per item
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C.  Travel and Training:

Cost of lodging, per diem, airfare, mileage

Note: Required Attendance

a. Orientation meeting

b. Annual CAG workshop meeting

Training fees

D. Other expenses: (Examples: consulting & Technical Assistance, project

intervention costs)

E. Indirect Cost  (Use current and project indirect cost for each following year) 

F. Total amount requested
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BUDGET SUMMARY JUSTIFICATION:

Personnel:  resumes and/ or position descriptions

Equipment and supplies:  Describe use of requested equipment.

Travel and training:  Purpose of travel.  Who will attend/travel? If training, describe the

purpose of  training, type of training, how it relates to project and sponsoring

organization.

Other expenses: Describe need for other expenses and how the funding will be used.

Indirect costs: (Use current and project indirect cost for each following year) 
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SAMPLE

BUDGET WORKSHEET

PART II  IP  CA

Multi-year budgets must include a budget and summary for each year. The

following is a sample outline of a budget form. 

BUDGET: Year 1: Compete only the items for which you are requesting

funding.

A. Personnel: Amount requested

Position Title:

B.  Equipment and supplies:

Line by line description of  items & cost

C. Training:

E. Project intervention costs:
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F. Indirect Costs (Use current and project indirect cost for each following year) 

G. Total amount requested

BUDGET SUMMARY JUSTIFICATION:

Personnel:  resumes and/ or position descriptions

Equipment and supplies:  Describe use of requested equipment.

Travel & training:  Purpose of travel.  Who will attend/travel? If training, describe the

purpose of  training, type of training, how it relates to project and sponsoring

organization.

Project Intervention  expenses: Describe need for  expenses and how the funding will be

used.

Indirect costs: (Use current and project indirect cost for each following year) 
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The Public Health Model The guiding principle of injury prevention is that

injuries are not accidental–they do not happen by chance.  The cause, intent and method

are key factors a public health model.  The problem of injury can be approached through

the same methods that have led to success in preventing infectious disease. The IHS and

the National Center for Injury Prevention and Control, CDC, both use the public health

model to address injuries, and this model is the foundation for the Injury Prevention

Program.  The public health approach has been proven to be effective and has four

components: Defining the nature and extent of the injury problem by collecting local

injury data, such as from police, hospitals, EMS, and fatality reports. Identifying risk

factors and causes for injury, such as what age groups are most at risk, alcohol

involvement, etc. Choosing an appropriate proven or best practice intervention to

prevent the injury; Program implementation and evaluation.  Implement an effective

intervention strategy in a manner culturally appropriate for the target community and

evaluate from the early stages if the program is having an effect. Some may have already

established basic injury prevention programs within their health departments or

emergency medical services systems.  Applicants wishing to enhance those programs

should identify how grant funds awarded through this program will allow them to

increase their current injury prevention program capacity.  Examples would include:  (1)

enhanced linkages or partnerships with others; or (2) evaluations of the impact of their

program; or (3) initiation of a new program focus, such as intentional injuries or a

comprehensive fire/burn prevention program.
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Model Injury Prevention Programs in Indian Country

One useful framework for conceptualizing the many approaches to injury prevention is

termed the 4 E’s. The four E’s include education, environmental modification,

engineering and enforcement. Education includes those efforts that use educational

messages to persuade persons at risk of injury to change their behavior, such as

installing smoke detectors.  Environmental modification includes those efforts designed

to reduce injury through the modification of environmental conditions that have been

demonstrated to cause injury, such as roadway lighting.  Engineering advances, such as

seat belts and child safety seats have been highly successful in reducing injuries. 

Depending upon the nature of an injury, engineers are often able to design effective

countermeasures to reducing that injury. Enforcement refers to the legislative

regulations and the enforcement of those laws.  Education and enforcement are active

interventions while environmental modification and engineering for the most part are

passive interventions.  An injury prevention strategy that is able to utilize more than one

method in a complementary way will likely be the most effective in reducing injuries

among it’s target population.
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Motor Vehicle Safety on the Navajo Reservation  - It has been well documented that

motor vehicle-related death rates are extraordinarily high on many Indian reservations

(IHS, Trends in Indian Health, 1997).  In 1988 the motor vehicle death rate was five

times greater on the Navajo Nation than in the rest of the country (CDC, Safety-Belt Use

and Motor-Vehicle-Related Injuries-Navajo Nation. MMWR, 1992).  Surveys conducted

in the same year revealed that 14 percent of Navajo adults were wearing seat belts and

seven percent of children were restrained in child safety seats.  In response to these

troubling statistics, the Navajo Area Indian Health Service, Navajo Department of

Highway Safety, the Navajo Nation Tribal Council and others decided to collaborate on

a joint initiative to pass a mandatory safety-belt law for the Navajo Nation to increase

seat belt and child restraint usage by Navajo residents. The law was successfully passed

in July of 1988. In addition to passing a safety-belt law and enforcing that law, the

intervention also included a comprehensive public awareness and education campaign.

The pubic awareness and education component was initiated before the law was passed

and continued well after enforcement began in 1989. The purpose of the campaign was

to raise awareness of the problem of motor vehicle injuries among Navajo residents,

provide information on the benefits of safety-belt use, and inform residents about the

new law.  After a grace period of approximately one year where police gave only

warnings for non-compliance of the law, full enforcement was initiated and was wide

spread by 1990.  This was probably the most important phase of the intervention, as seat

belt use went from 24% to 60% after enforcement was Navajo Nation wide. 
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The use of more than one intervention technique (in this case, education and

enforcement) combined with a comprehensive campaign and the support of a broad

based coalition ensured the success of this intervention.  As a result, seat belt use has

increased to about 70%, and injury hospitalization rates for motor vehicle occupants

have decreased 45% among Navajo Nation residents since the law was passed.

The Alaska PERSONAL FLOATATION DEVICE (PFD) Floatcoat Program

Drowning is the leading cause of injury death among Alaska Natives (firearms are the

leading mechanism of injury death), with the majority of these deaths related to water

craft.  Because of the impact of injuries among Alaska Natives, the Yukon Kuskokwim

Health Corporation (YKHC) collected local injury data to determine the causes and

circumstances of injuries among the local Alaska Native residents.  These data came

from death certificates, coroner reports and trooper (police) reports. The data indicated

that drowning was the leading cause of injury death, and that 75% of these drownings

occurred in rivers while boating.  To address this problem, the YKHC Corporation

initiated the Alaska Floatcoat Program, an intervention that provides flotation coats

(personal floatation devices, PFD) to Alaska Natives at wholesale cost. The intervention

began in 1990 with a public awareness campaign that presented the problem of

drownings in the community and the use of float coats to prevent these drownings. The

float coats were advertised in the newspaper, local radio, and in villages. The sale of

floatcoats took place at the boat harbor, villages and at the local mini-mall.  Floatcoat

sales have increased each year since the programs inception, and mortality statistics

indicate that drownings in the YKHC area have steadily declined since the program
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began.  By 1992, just two years after the intervention began, 16 individuals have

provided success stories describing how they were saved by their floatcoat.  The

program has been expanded to other villages in interior Alaska as well. This program

has been successful because it was tailored to the needs of the local people, it was

culturally appropriate, and acceptable.  They found that everyone needs an outdoor coat

in the village, and residents would be much more likely to wear a float coat while

boating than a standard PFD.

OTHER EFFECTIVE INJURY PREVENTION STRATEGIES

Fire/Burn Injuries

Operable smoke detectors reduce the risk of dying in a house fire by 50%.  The

installation and maintenance of smoke detectors has been shown to be very effective in

the prevention of fire/burn injuries in communities. To facilitate community-based fire

prevention programs, the IHS recently published Designing and Implementing Fire

Prevention Strategies in American Indian Communities: a Resource Manual which

describes how communities can develop their own local fire prevention programs. Tap

water scald injuries can be virtually eliminated by limiting water heater temperature to

no more than 120 degrees Fahrenheit (48.9 degrees Celsius).

Motor Vehicle-Related Injuries When properly used, child safety seats reduce the risk

of fatal injury by 69% for infants and by about 50% for toddlers 1-4 years old.  Using
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seat belts can reduce the risk of death in a crash by about 50%.  Many Indian

communities still have low rates of occupant restraint use compared to National or State

rates. Tribes should pass legislation to adopt or strengthen occupant restraint laws for

adults and children, and strictly enforce those laws.  It is clear from the success of many

states with primary enforcement laws, that strict laws and enforcement are needed to

significantly increase occupant restraint use. 
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SOURCES OF INJURY DATA  - The case studies above have demonstrated that the

careful collection and analysis of local injury data where available is essential to

developing effective strategies to reduce injuries in AI/AN communities.   Without data,

there is no basis for analyzing information, setting injury prevention goals or objectives,

or developing a method to evaluate the effectiveness of those prevention measures that

are taken.  IHS Area or District Injury Prevention Specialists can advise and direct you

to the database that has the information you need to gather data for your local injury

problem. Small communities may not have a large enough population base to generate

large numbers of injuries.  Fatal injury events may be very rare.  Looking at several

years of data may be necessary to generate the numbers needed for analysis.  In these

circumstances, look for injury hospitalization data, police reports, EMS reports, and

other non-fatal sources of injury data to help create an injury profile in your community. 

Surrogates for injury data can also be used, such as conducting observational surveys of

seat belt and child restraint use.  Baseline occupant restraint survey data can then be

used to help target interventions to increase usage and provide evaluation

Abenchmark@ measures as well.  Below is a brief description of where you can begin

looking for injury data and resources.  To assist in the data collection process, IHS has

developed Severe Injury Surveillance Forms for field use in conducting injury

investigations. These forms can be adapted and modified for use in collecting injury data

in your community. Injury data is also available through IHS medical records printouts. 

This data is derived from the medical records of AI/AN treated on an inpatient or

outpatient basis at IHS medical facilities, contract care providers, or through tribally
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operated health facilities.  This data is available at the Service Unit and is accumulated

by IHS to provide patient health information at Service Unit, Area, and national levels. 

By combining data from more than one source, it is possible to collect data of the

following:

Nature of injury (e.g., fracture, contusion, etc.)

• External cause of injury (e.g., motor vehicle-related, falls, etc.)

• Place of injury (e.g., home, highway, etc.)

• Influencing factors (e.g., alcohol)

• Age of injured by group (e.g., under 1 year, 1 4 years, etc.)

• Sex 

• Number of hospital days (i.e., average length of stay)

Many IHS printouts are available that provide data on various aspects of the injury

problem. Printouts provide a range of information regarding the health, demographics,

geographic location, or other circumstances of the injured and the injury event. Each

Area Injury Prevention Specialist maintains a current database of injury deaths and

hospitalizations. With this data, specific injury profiles can be developed which provide

information on major factors contributing to injury, deaths, and hospitalizations.
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INJURY PREVENTION RESOURCES

• IHS Injury Prevention program website: www.dehs.ihs.gov/noinjuries  OR 

http://www.ihs.gov/MedicalPrograms/InjuryPrevention/index.cfm

This website includes information on 2000-2005 IHS Injury Prevention

Cooperative Agreement grantees.  The site also includes  links to other

injury-related data, sites, and contacts for all the IHS Area Injury Specialists.

• IHS Office of Program Statistics (301-443-1180) each year publishes the Trends

in Indian Health and Regional Differences in Indian Health reference books.

Both books provide good descriptions of injury statistics at the national level

(Trends in Indian Health) and the regional IHS Area level (Regional Differences

in Indian Health). See IHS website:  www.ihs.gov  

• National Highway Traffic Safety Administration (NHTSA) website:

www.nhtsa.dot.gov.   Large website with information on traffic safety, programs,

and statistics by state and nationally. •

• National Center for Injury Prevention and Control (NCIPC), CDC website:

www.cdc.gov/ncipc/ncipchm.htm. Resources on injury statistics on AI/AN. 
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NCIPC injury-related publications can be ordered on-line at no charge.

Publications specifically address injuries among AI/AN, such as Homicide and

Suicide Among Native Americans, 1979-1992.

• Insurance Institute for Highway Safety website: www.hwysafety.org.

Information regarding motor vehicle-related injuries, risk factors, safety and

prevention.

• National SAFE KIDS Campaign website: www.safekids.org.  Website of the

national coalition devoted to reducing childhood injuries.

• American Academy of Pediatrics website: www.aap.org.   Website of a national

organization of pediatricians devoted to child health issues, including good

information on preventing childhood injuries.  In 1997, the Academy published

Injury Prevention and Control for Children and Youth.  An excellent resource

book for injury prevention practitioners.  AAP, P.O. Box 927, 141 Northwest

Point Blvd, Elk Grove Village, IL 60009.
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• The National Library of Medicine, of the National Institutes of Health, Web site

address the health concerns of the American Indian or Alaska Native ancestry.

The site, "American Indian Health," is at

http://americanindianhealth.nlm.nih.gov

• Child Safety Network.  See website http://www.ChildrensSafetyNetwork.org

• The U.S. Commission on Civil Rights "Quiet Crisis" report. A new report,

entitled "Broken Promises: Evaluating the Native American Health Care

System," is available at http://www.usccr.gov 

• Mothers Against Drunk Driving  www.madd.org 

• US Consumer Product Safety Commission visit http://www.cpsc.gov
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SAMPLE OUTLINE FOR AN INJURY INTERVENTION PROGRAM

The following outline is designed to provide a simple, systematic tool for helping to

develop an injury prevention program. The outline begins with the data collection

process and follows the process through to the evaluation.

I. ASSESSING THE NEED

A.  Injury Data 

Assess, identify and review existing injury data in your community.  Potential

sources of data are police reports, EMS run sheets, IHS reports, hospital

Emergency Department log, etc.

B.  Analyze Data

Who was injured?

What was the injury?

When did injury occur?

Where did injury occur?

Why did injury occur?
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How did injury occur?

Identify problem area and at-risk population (e.g., motor vehicle crashes,

bicycle-related injuries).

II. Problem Statement and Objectives

 Problem Statement

This statement should be general and identify the target population and the

problem to be addressed.  (Example:  Head injuries due to bicycle-related

crashes are twice the rate within the Reservation compared to the State.)

B.  Outcome Objectives

Objectives should be specific, time-framed, measurable, and realistic given the

injury problem and the time and financial constraints. 



-56-

EXAMPLE:  Reduce head injuries due to non helmet use from 25% to 0%

among children 5 14 year olds on the Reservation by Dec 2008.                 

EXAMPLE:  Reduce motor vehicle related fatalities within the reservation

from 40 % to 0 % by Dec 2008.

C.  Process Objectives

1. By May 1, 2006, 50 free helmet “prescriptions” will be distributed to all the

physicians on the Reservation.

2. By May 1, 2006, all retail shops will have been contacted about the helmet

discount coupons.

3. By June 1, 2006, 200 discount coupons will have been distributed to all

elementary and junior high school children on the reservation. 

Evaluate if outcome and process objectives were met.

 

 III. INTERVENTION PROGRAM

A. Mixed Strategy
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The four basic types of interventions are:

Education/behavioral modification

Environmental modification

Enforcement/legislation

Engineering/technology

A combination of these types of intervention may produce the best result, but most

programs will start by targeting one of the above interventions.

Example:  The public needs to be informed and reminded to replace batteries and check

smoke detectors, even though local tribal housing codes mandates the installation of

detectors.

Example:  A tribe can pass a mandatory seat belt law, but unless there is public support

for the law and enforcement, then usage rates will remain low. 
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B. Prioritizing Interventions

The following considerations should be used in prioritizing the available intervention

strategies:

1. How frequent is the injury?

2. What is the injury’s severity?

3. What is the cost associated with this type of injury?

4. Do effective preventative measures exist?

5. Is there public support for this issue?

IV. Program Evaluation

A successful product evaluation uses procedures that determine:
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1. The extent to which the program has achieved its stated objectives.

2. The extent to which the accomplishment of objectives can be attributed to the

program.
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IHS PRINCIPAL INJURY PREVENTION PERSONNEL

 

ABERDEEN: John Weaver

Aberdeen Area IHS

309 Federal Building

Aberdeen, South Dakota 57401

Tele: (605) 226-7451

Fax:  (605) 226-7689

Email:  john.weaver@mail.ihs.gov

ALASKA: Helen Andon

Alaska Native Tribal Health Consortium

3925 Tudor Centre Drive

Anchorage, Alaska 99508-5997

Tele: (907) 729-3513 

Fax: (907) 729-3727

Email: hbandon@anthc.org

Ryan Hill

Alaska Native Tribal Health Consortium

3925 Tudor Centre Drive

Anchorage, Alaska 99508-5997

Tele: (907) 729-3799 

Fax: (907) 729-3727

Email: rhill@anthc.org  

Ward Jones

Bristol Bay Health Corporation

P.O. Box 130

Dillingham, Alaska  99576

Tele:  (907) 842-3399

Fax:  (907) 842-9354

Email:  wjones@bbahc.alaska.ihs.gov

Kathy O'Gara

Southeast Alaska Regional Health
Consortium

222 Tongass Drive

Sitka, Alaska 99835

Tele:  (907) 966-8797

Fax:  (907) 966-8707

Email:  kathy.ogara@searhc.org 

ALBQUERQUE: Jerry Lee

Albuquerque Area IHS

5300 Homestead Road NE

Albuquerque, NM  87110

Tele: (505) 248-4597

Fax:  (505) 248-4678

Email:  jlee@abq.ihs.gov
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BEMIDJI: Diana Kuklinski   

Bemidji Area IHS

522 Minnesota Avenue NW

Bemidji, MN 56601

Tele: (218) 759-3383  

Fax:  (218) 44-0510  

Email: diana.kuklinski@mail.ihs.gov  

Casey Crump, District Sanitarian

Indian Health Service

9A South Brown Street

Rhinelander, WI  54501

Tele:  (715) 365-5112  

Fax (715) 365-5113

Email:  William.crump@mail.ihs.gov

BILLINGS: Jodee Dennison

Billings Area IHS

2900 4th Avenue North, Suite 307

P.O. Box 2143

Billings, Montana  59103

Tele: (406) 247-7097

Fax:  (406) 247-7229

Email:  jodee.dennison@mail.ihs.gov

CALIFORNIA:Robert Newsad

California Area IHS

650 Capitol Mall

3rd Floor

Sacramento, CA  95814

Tele: (916) 566-7023 x337 

Fax: (916) 566-7065

Email: rnewsad@aol.com

NASHVILLE:  Michael Rathsam 

Nashville Area IHS

Manlius District Office

122 E. Seneca St.

Manlius, NY 13104

Tele: (315) 682-3167  

Fax:  (315) 682-3189

Email:  Michael.rathsam2@mail.ihs.gov

Susan McCracken

Nashville Area Office

Indian Health Service

711 Stewarts Ferry Pike

Nashville, TN 37214

Tele:  (615) 467-1535

Fax: (615) 467-1586

Email:  susan.mccraken@mail.ihs.gov
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NAVAJO: Siona Willie

Navajo Area IHS

P.O. Box 9020

Window Rock, Arizona 86515-9020

Tele: (928) 871-5852

Fax: (928) 871-1462

Email:  siona.willie@ihs.gov 

Richard Skaggs

Northern Navajo Medical Center

P.O. Box 160

Shiprock, NM  87420

Tele:  (505) 368-7461

Fax: (505) 368-7465

Phyllis Cooke-Green

Many Farms Field Office

P.O. Box 694

Many Farms, Arizona  86538

Tele:  (928) 781-6243

Fax:  (928) 781-6245

Email:  pgreen@navcha.navajo.ihs.gov

OKLAHOMA: Harold Cully

Oklahoma Area IHS

5 Corporate Plaza, Rm 204

3625 N.W. 56th St.

Oklahoma City, Oklahoma 73112-4519

Tele: (405) 951-3852

Fax: (405) 951-3932

Email:  harold.cully@mail.ihs.gov

PHOENIX: Kenny Hicks

Phoenix Area IHS

Two Renaissance Square

40 N. Central, Suite 600

Phoenix, Arizona 85004

Tele: (602) 364-5078

Fax: (602) 364-5057

Email: kenny.hicks@phx.ihs.gov

Gordon Tsatoke

IHS

Village Center

P.O. Box 2430

Pinetop, AZ  85935

Tele: (928) 367-0317

Fax: (928) 367-0225

Email: gordon.tsatoke2@mail.ihs.gov
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Holly Billie 

Reno IHS District Office

1395 Greg Street, Suite 101

Sparks, NV 89431

Tele: (775) 784-5327  

 Fax:  (775) 784-5086

Email:  holly.billie@mail.his.gov

PORTLAND: Karin Knopp

Indian Health Service

4020 Wheaton Way, Bldg. B, Suite L

Bremerton, WA  98310

Tele:  (360) 792 1235  

Fax:  (360) 792-1314

kknopp@oehe.Portland.ihs.gov

TUCSON: Don Williams

Tucson Area IHS

7900 South J. Stock Road

Tucson, Arizona 85746

Tele: (520) 295-2580

Fax: (520) 295-2409

Email:  dwilliam@smtp.ihs.gov

CDC: L. J. David Wallace

National Center for Injury Prevention & 
Control

4770 Buford Hwy, N.E.  MS  K-63

Atlanta, Georgia  30341-3724

Tele: (770) 488-4712

Fax: (770) 488-1317

Email:  dxw1@cdc.gov

HQE:  Nancy Bill

Indian Health Service

801 Thompson, Suite 120

Rockville, Maryland   20852

Tele: (301) 443-0097 

Fax: (301) 443-7538

Email:  nancy.bill@ihs.gov

Betty Hastings

Indian Health Service

EMSC Coordinator

801 Thompson, Suite 120

Rockville, MD  20852

Tele: (301) 443-1043

Fax: (301) 443-7538

Email: bhastings@ihs.gov
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